misleading. More frequently they are inadequate. The complaints of patients who have relatively minor ailments or 'behavioral disorders' (i.e. disorders due to social/emotional stress : Wilbush 1981) are frequently highly embellished, overstated and exaggerated. They are also very numerous. On the other hand, those of patients who suffer from lifethreatening diseases may be almost non-existent until these conditions have progressed beyond help.
Computerized medical information These and similar considerations, have prompted plans for the establishment of computerized medical information and data banks (Blackburn 1981 , Jay & Anderson 1982 . Such information when expanded could, at least theoretically, compensate for lack of acquaintance of the medical attendant with the patient, save the effort of leafing through bulky previous records (not to mention the space and attention they require) and even do away with the time-consuming, often relatively 'unproductive', history-taking. The response of doctors has been far from enthusiasticfew use these facilities (Jay & Anderson 1982 , Walker 1980 . It has been suggested this is due to conservatism in clinical investigation. It has also been projected that as a new generation of clinicians more familiar with computers takes over, the position will change (Jay & Anderson 1982 , Walker 1980 . The problem may, on the other hand, be much more fundamental. We may not be recording the relevant information. The data thus available may not be helpful in the diagnostic process.
The situation demands more thought. We must, I believe, return to basics. We should examine the sources of our clinical information. We should have another look at the patient's symptoms and the signs we elicit. We should explore what exactly they convey.
Signs and symptoms: 19th century concepts
The distinction between signs and symptoms evolved slowly during the last century. The definitions of these concepts and their separation was not, however, articulated until the third or even fourth quarter of that century (Dunglison 1874, Quain 1882). These were, moreover, not completely established till the second quarter of the present century (Gould's 1941 , Dorland's 1929 .
Disease has always been, as it popularly continues to be, viewed through its discomforts. Cullen's (1769 Cullen's ( , 1800 nosology used symptoms as identifying criteria. It had a wide and continuing influence which extended well into the 19th century. Ease of application apart, one of the major factors responsible for its durability might well have been the way it recreated the position of physician facing patient. For, unlike other taxonomies, it did not depend on abstract arrangements based upon humoral theories or pathological anatomy, but on the 'observed' situation. Such presentations have always been popular. They are in the Hippocratic tradition. Currently evident largely in volumes on diagnostic signs and symptoms, this approach has survived in at least one textbook (Savill 1903, and later editions) . It is, moreover, actively reflected in the extensive lists of symptoms, like those of the female climacteric, still employed not only in diagnosis but also in research.
Early in the 19th century physicians were, however, urged to 'confine themselves within the limits of strict observation' and base their conclusions on the 'facts ... [obtained by] the improved means of investigating disease which have been devised of late years' (Martinet 1825 (Martinet , 1826 . For though known for centuries (Table 1) these diagnostic techniques have, under the influence of scientific activity, been 'rediscovered' and finally comprehended.
The information acquired at the medical interview was, at the beginning of the 19th century, as uneven and as varied as today. The difference probably lay in that doctors were not then aware of disparities and inequality of reliability. Little distinction was made between data discovered through observation or use of aids to exploration (Table 1) , the subjective complaints of the patient and historical details learned through questioning. This is only too apparent in many of the texts of the period. It can, however, be more easily demonstrated by reference to successive editions of medical dictionaries.
The terms sign (signum) and symptom (Vi'JuITrOzwa) had been part of the medical vocabulary (Belcardo 1683 ) since the revival of Classical medicine. Their meanings, however, varied with time. They were generally used indiscriminately, almost synonymously (e.g. see under 'sign': Belcard 1684 , Hooper 1825 -1839 , a Medical Practitioner 1836 , Thomas 1865 also under 'symptom': Harris 1854 -1878 , Hoblyn 1858 , Billings 1890 , so much so that some dictionaries did not bother to mention them (Hooper 1801 -1822 , Hoblyn 1835 -1855 . Definitions often alternated wildly. Parr (1809) insisted that a sign may indicate any bodily change but a symptom is 'only of the presence and nature of the malady itself. Hoblyn (1868) , however, reversing this position, stated that 'signs are (merely) pathognomonic symptoms'. Turton (1802) was one of the first to differentiate between signum, 'sign ... by which a judgement is formed' (the 'token of disease' of Belcardo 1690-1756) and symptoma, 'an affection ... produced by a disease' (a point already hinted at by Belcardo 1683, cf. signum (Garrison 1929, pp 352-353) Many modifications of the original rigid tubular instrument Pulse morbi and symptoma). This was echoed by many later writers, even when at times they confuse the two terms (Dunglison 1833-1870, Mayne 1860-1875, Thomas 1865) . Confusion was general. In 1874 Richard Dunglison admitted that 'symptom ... was generally used in the same sense as sign'. This was followed by 'an attempt ... to give a more special meaning to these terms' (Quain 1882). The modern definitions were established. 'Symptom. . . refers. . . to such subjective phenomena as we can learn from the patient's account of his feelings. On the other hand the term sign ... indicates the morbid changes which are objective' (Quain 1882).
Though slowed by inertia (e.g. Gould's dictionary 1926 Gould's dictionary -1941 , the distinction between the patient's history and examination data has, finally, a century after Martinet, become a basic medical tenet.
Symptoms, semeions and signs
The process of differentiation is, however, not yet complete. The differences between different sources of medical data and the different facets of information gained through them have not yet been adequately explored. Neither has their clinical significance been fully recognized.
Symptoms are traditionally considered one of the best sources of clinical information. But, though perceived as a single, essentially uniform group, they constitute an arbitrary aggregation possessing divergent characteristics. The only conceivable reason for their being lumped together is apparently the manner in which they are made knownthrough the patient. Even the briefest glance, free of the blinkers with which habit limits our view, shows them to be composed of two main categories. The one comprises the spontaneous complaints of patients, the other their answers to questioning. For the sake of clarity I shall refer only to the first as symptoms. The second I shall call by an older name: semeions (from UnjvETOV, see Hooper 1801 'semiotice').
We have, therefore, three distinct channels of clinical information. Symptoms advertise the illness of patients, as felt by them, as shared with others and as presented when seeking medical advice. Semeions are the evidentiary datadiscovered by the doctorwhen the patient is questioned. Signs are the changes distinguished on physical examination ofthe patient's body. The latter may also hide somatized-symptoms, complaints which the patient presents in a material bodily form.
Symptoms are means ofcommunication (Wilbush 1980 (Wilbush ,1981 (Wilbush , 1982 . They are the verbal and non-verbal modes through which patients capture the attention ofthe doctor and direct it to their illness. They are also, in a wider field, beyond the dyadic patient/doctor relationship, the means patients use to inform all who surround them, members ofthe family or the community, that they do not feel well. Symptoms, and the public stance and attitudes inseparable from them, articulate the aggrieved person's reaction to stress, be it physical, emotional or social. They may express hopelessness and depression; they may, per contra, reflect impatience, rebellion, criticism or aggression. These attitudes also invade the medical encounter.
The patient's symptoms proclaim the illness but may not be very informative when underlying morbidity is investigated. Patients often use striking symptoms, those in fashion, or those in which their doctor is interested. As a rule, the more severe or advanced the disease the less elaborate its symptomatology. A woman who has just been badly injured in a traffic accident need say very little. One who fears injury by the impact of the years must seek a suitable form to articulate her anxiety. This varies with personality, social milieu and culture. It includes not only verbal but also non-verbal expression. For anxiety is always, to some extent, somatized. At times the somatic form predominates and symptoms appear as 'psychosomatic' disorders.
Symptoms are presented on encounter: semeions, on the other hand, are slowly uncovered as the medical history is ascertained. They provide essential information regarding unusual sensation or pain, the site of discomfort, the progress of such distress or relief afforded by treatment.
Semeions can be remarkably accurate and are frequently sufficient to suggest the diagnosis. This may depend on the skill of the doctor but is not always so. They are the evidence of the patient. Often, unaware of the morbid process, the patient can give no evidence, can present no semeions. Semeions, -like any other evidence, are subject to distortion; for they are selectively perceived and remembered. They are, moreover, tot only extremely sensitive to personal and cultural bias but easily influenced by suggestion, at times associated with inept questioning.
Signs have the appearance of physical objectivity, yet many are not the signals (this term is used in a non-specific, non-technical sense) of morbid changes but the somatic, non-verbal symptoms of illness. Like those expressed in words they are means of communication. This is obvious not only in facial expressions or body attitudes but equally so in slower changes of body image. These are all accompanied by mensural phenomena, be they a simple pulse rate or complex biochemical or endocrine-level readings. Non-verbal symptoms, in fact, often utilize physiological processes as channels of expression. Dyspareunia, functional uterine bleeding or climacteric hot flushes may therefore as often be the symptoms of a 'behavioral disorder' (see above) as signs of a physiological change associated with a morbid or degenerative process.
Difficulties in recording medical data Symptoms, semeions and signs each contain a different kind of information. This is not yet fully recognized in the medical literature or teaching. Computerized data systems therefore cannot, even if it were possible, be expected to reflect these differences. However, their projected role in the modern investigation of the patient may be enhanced when greater attention is paid to these differences and their many nuances.
Patients' data which can be recorded on such systems comprise personal particulars, historical evidentiary information, findings at various examinations and details of investigations or treatment. While the difficulties these present can be easily overcome, this is not so readily accomplished with other types of information.
Semeions: No evidence is free of bias. Every barrister, every doctor, has reservations, however vague, about the evidence he collects. While, unlike lawyers, we can, more often than not, assume there is no wilful deception on the part of patients we ordinarily see, we can never exclude unconscious or self-deception. A century ago, when doctor/patient relationships were not as open as today, the evidence of patients was much more suspect. Graily Hewitt (1863) , for instance, warned that 'not seldom great care is necessary to discriminate between right and wrong on mere questions of fact, owing to the desire of the patient to deceive ... Again in another class of patients data of importance are kept back intentionally: there is a suppressio veri, although there may be no allegatiofalsi'. Even when suspicious, public relations, no less than legal liability, prevent us today from stating matters so boldly (Marshall 1983 ). Widespread 'suppressio veri' has, nonetheless, at least in sex therapy, prompted extremely elaborate fact-finding arrangements, like male/female semeionic investigating teams (Masters & Johnson 1970) .
Signs: The recording of signs elicited at periodic examinations, such as those of cardiac or cancer patients, together with the results of investigations performed, would seem to present little difficulty. Physical findings, nonetheless, do not present a homogeneous group. However, uncertainties in drawing a distinct dividing line make it impractical, in the present medical atmosphere, to separate signs due to a pathological lesion from somatic articulations of stress. This difficulty is compounded by the, sometimes not consciously admitted, trends in some specialties, which possess the means to do solike gynaecologyto treat most physical derangements strictly 'below the hypothalamus'.
Signs and somatic-symptoms are, nevertheless, at times very easily separated clinically or by relatively simple investigations. The 'phantom tumours' common during the early years of 'ovariotomy' could be detected by simple percussion; they also disappeared on chloroform administration (Spencer-Wells 1872). Pseudocyesis is, per contra, still met with today. Early diagnosis, by the categorical exclusion of pregnancy through laboratory tests, or sonograms, has however prevented the development of the distressing manifestations so common previously.
Confusion between the two, on the other hand, encourages the somatic manifestations of 'behavioral disorders'. This is. especially so when the situation thus created is to the advantage of the patient. Somatic disease often attracts greater attention or makes accessibility to desired treatment easier. When research in female endocrinology was relatively new, in the early 1950s, a woman complaining of climacteric symptoms was not only assured of the interest of many clinicians but also obtained the coveted new 'rejuvenating' hormones (Donovan 1951 , Wilbush 1981 . Similarly, disorders of the catamenia have in the last two decades allowed sterilization, by hysterectomy, to women who are otherwise deterred from it by their religious or cultural upbringing (e.g. D 'Esopo 1962 , Huneycutt & Davis 1977 , Hawkins & Elder 1979 . The appropriate symptomatology, verbal and non-verbal, of these conditions has in consequence become much more common.
Lack of distinction between signs and somatic-symptoms is often accompanied by similar absence-of discrimination between semeions and symptoms. This may be very important when such 'symptoms' are used in research. One example from research of climacteric manifestations among non-Western women should suffice. These women have not been known to complain spontaneously of 'classical' climacteric symptoms (Wilbush 1982) . Judicious enquiry, however, almost invariably uncovers semeionic evidence that, like their Western sisters, they can and do feel the effects of climacteric hormonal change, though in a milder form (Wright 1981) . The conclusions drawn by some researchers that these women in Zimbabwe (Moore 1981) or India (Sharma & Saxena 1981) suffer from the climacteric syndrome are, however, obviously due to confusing semeions and symptoms and therefore have no justification.
Symptoms: The confusion between semeions and symptoms is aggravated by our habit of indiscriminately noting them side by side. Semeions can, despite the reservations noted above, be adequately recorded whether in writing or computerized systems. Symptoms cannot. They can, at the most, be noted through shorthand. Such descriptions bear a similar relationship to the symptoms as that of ideograms to the concepts they represent. The two cannot be equated. Any effort to do so results in reductionism. It drains symptoms of their essence, it converts them to mere skeletons devoid of contents. This process, moreover, results in these so-called 'symptoms' resembling semeions and in being so regarded by clinicians and researchers.
Signs, semeions and symptoms and the scope of computerized medical data Computerized data supply information; they are not a substitute for social relations. They may affect the jobs of clerks, not of salesmen.
Computerized medical data should be able to providethe personal details of the patient aparta record of most of the salient events of the medical history. Succinct and concise, as they must be, they should present as complete a picture as practicable. Unsolved problems should, ideally, be noted as well as those resolved. The patient's circumstances and attitudes should find a place besides the morbid changes discovered. This may, possibly, reduce the prejudice previous documented records frequently exercise on subsequent clinical approach.
The signs elicited, including the results of examinations performed, are automatically recorded. Semeions are easily noted down. Both can be neatly and systematically arranged in logical and chronological order. Not so symptoms or attitudes. Because of the difficulties associated with their delineation, they, and the stress which has given rise to them, are often neglected. The ensuing medical history is consequently organistically tilted. This may, possibly, be rectified by the inclusion of a very brief social history or other clues at present not sufficiently stressed in our clinical resumes. If possible, and provided the degree of certainty of the information is indicated, the reasons which impel the patient to seek medical advice may also be added.
These data, however complete, can never substitute for the necessity of personal interaction between doctor and patient. Each medical interview is a fresh therapeutic step. Records may remove some of the need for ascertaining data, but not for re-evaluation and reassessment of the patient. Personal interaction is the only ambience in which to appreciate attitudes and symptoms. It is, as any experienced doctor knows, still the best method of deciding to what extent is a condition primarily organic or mostly due to emotional or social stress. It is the most efficient manner of involving patients in their own treatment. It is the only way to meet patients as human beings.
